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Caseworkers are continually seeking to 
deepen their understanding of personality 
and of the individual's capacity for adapta¬ 
tion to inner and outer stresses. Our 
knowledge and understanding of how the 
individual responds to a particular crisis 
situation are still extremely limited. 

The onset of blindness is certainly a se¬ 
vere blow to the total person, shaking to the 
core his previous life adjustment. Particu¬ 
larly because there is great emotional and 
cultural significance attached to vision, the 
blind person is not only faced with the need 
to learn how to function without sight, but 
he also has to learn to cope with the reac¬ 
tions his handicap provokes in others . 1 It 
is only within the last decade that we have 
begun to stress the importance of individ¬ 
ualizing the blind person in respect to his 
emotional needs. 

Historically, the agencies designed to 
serve the visually disabled have tended to 
stress the adequacy and variety of programs 
needed—residential, home teaching, voca¬ 
tional, recreational, and so on. These con¬ 
crete services have been, and continue to 
be, extremely important in helping the 
blind person meet some of the physical 
demands of his daily living. However, we 
now recognize the need for appraising and 
understanding the emotional equipment 
with which each blind person is endowed 
and his ability to cope with the varying 
problems associated with blindness . 2 

Professional caseworkers employed in 

i Mayer Fisch, M.D., Psychotic Reaction to Blind¬ 
ness, unpublished manuscript, 1950. 


agencies that serve the blind increasingly 
have been able to observe individual re¬ 
actions to the trauma of the loss of sight, 
and some of the factors involved in the 
person's way of readjusting to a new set 
of reality circumstances as well as to a new 
way of feeling about himself. 

We have observed that while the onset 
of blindness is indeed traumatic, the indi¬ 
vidual is able in the majority of instances 
to use the help of the caseworker in so re¬ 
aligning the psychological forces as to in¬ 
corporate his new disabling condition. The 
readjustment process involves those integra¬ 
tive features that are necessary for the per¬ 
son’s continued functioning within the so¬ 
cial setting. 

Dynamics of Readjustment 

This paper deals with the newly blinded 
adult and some of the dynamics of the re¬ 
adjustee process. It also examines some of 
the characteristic reactions the newly 
blinded person exhibits as he copes with 
his new, extremely difficult life situation. 

Isolation: The withdrawn, isolated be¬ 
havior of the newly blinded is a common 
phenomenon. It is characterized by 
blandness, colorlessness, lethargy of an ex¬ 
treme kind, an attempt to remove oneself 
from the environment, and a cutting off of 
oneself from social relationships and social 
activities. The person does not allow any 

2 Helen Lokshin, “Psychological Factors in Case¬ 
work with Blind Older Persons,” Journal of Jewish 
Communal Service, Vol. XXXIII, No. 3 (1957), pp. 
321-327. 







Readjusting to the Onset of Blindness 


stimulation from the outside world to reach 
him. This first stage of reaction to blind¬ 
ness has been referred to as “shock” or 
“emotional anesthesia.” 3 Some individuals 
react as if there has been a total loss of self, 
and therefore there is nothing left to con¬ 
nect with other human beings. It is as if 
the person cannot separate the loss of a 
part of his body from the feeling of total 
destruction of self. In some persons, the 
loss of vision is analogous to the loss of a 
loved object. 

The significance of this first reaction to 
the onset of blindness lies in the fact that 
it has many disintegrative features, which 
need close watching and evaluation. The 
duration and intensity of this phase are 
important indications as to whether the 
person is moving toward a healthy adapta¬ 
tion with his handicap or toward further 
breakdown. The ophthalmologist and the 
hospital staff have a major responsibility in 
helping the newly blinded through this 
initial period and in involving other com¬ 
munity resources as quickly as possible. The 
greatest help that can be given during this 
period is to stand by the newly blinded per¬ 
son and to help the family understand that 
this reaction is one of the ways in which the 
person is defending himself against an in¬ 
tolerable situation and that support will 
be available both to the newly blinded per¬ 
son and to the family through various 
sources in the community. The focus of 
help at this point is on day-to-day problems. 
No reference should be made to future 
planning, and there should be no attempt 
at giving psychological insight. 

Depression: Reactive depression does not 
always follow loss of vision. Usually, when 
the person is depressed, there is a history of 
previous disturbance, particularly of low 
frustration tolerance to stress situations and 
a marked feeling of low self-esteem. The 
reaction following the onset of blindness is 
in harmony with the kind of character and 
personality structure that existed prior to 
the disability. Thus, the well-integrated 
person, who has weathered previous life 
experiences satisfactorily, is likely not to 

s Louis Cholden, M.D., “Some Psychiatric Prob¬ 
lems in the Rehabilitation of the Blind,” The Field 
of Vision , Vol. X, No. 2 (1955). 


need to react to blindness with depression. 
The poorly integrated person, who has 
previously had difficulties and who has been 
able to maintain a precarious emotional 
balance until faced with the acute situation 
of the loss of vision, may well react with 
feelings of worthlessness and with great 
hostility, directed in part toward himself . 4 

Loss of vision, like any other major dis¬ 
ablement, is a blow to one's body image 
and consequently to one's self-esteem. It 
requires a major reorganization of one's 
life, particularly in relation to dependency. 
One's activity is severely limited, and there 
is an increased necessity for depending upon 
others. One must re-learn how to perform 
the simplest, most routinized tasks. Usually, 
the individual is not able to deal with the 
feelings of frustration and anger he experi¬ 
ences, and he feels helpless, odd, and unde¬ 
sirable. The prevailing stereotyped attitude 
of pity toward the blind, which the newly 
blinded person now has toward himself, is 
merged with feelings of worthlessness, and 
together they create an all pervading mood, 
depressive in character, and affecting the 
whole person. The outward manifestations 
of this over-all mood are an inability to 
sleep, loss of appetite, excessive crying, and 
an excessive tendency toward expressions of 
self-pity. It is during this very critical time 
that the person especially needs support 
from his environment. If his depression 
is reactive to the trauma induced by the 
onset of blindness, it will probably be 
limited in duration. 

During the period of reactive depression, 
treatment should be supportive in nature, 
and the client should be encouraged to 
verbalize his feelings of anger and frustra¬ 
tion. Emphasis should be placed on specific 
planning, although the goals should be 
limited. Limited rehabilitative measures 
such as orientation to getting around in 
the home, the beginning of travel instruc¬ 
tion, or some special group work activity 
should be instituted. The caseworker 
should be cognizant of, and work closely 
with, the person's practical needs, before 
help is given in understanding the emo- 

* Unpublished minutes of psychiatric seminars, 
Social Service Department, New York Guild for the 
Jewish Blind, 1956-1958. 





Social Casework 


tional problems involved for him. This 
is the period during which there is great 
need for the worker to involve the relatives, 
and to understand and work with some of 
the familial relationships, the family's con¬ 
fusions, and their dependency struggles. 

Projection and Denial: Projection as a 
mechanism of defense against anxiety is 
frequently used by the newly blinded per¬ 
son who is trying to protect himself against 
what he considers an intolerable situation. 
It is usually coupled with attempts to deny 
that the condition is irreversible. Denial 
is frequently expressed through assertions 
that hope cannot be abandoned, that new 
medical discoveries are being made all the 
time and that this condition too may be sub¬ 
ject to change by some magical means, and 
so on. The need to deny loss of vision ap¬ 
pears even in the fairly emotionally stable 
individual in the early period of his dis¬ 
ablement. Frequently, however, the newly 
blinded person directs his anger toward, and 
attributes his handicap to, the incompetence 
of the physician in charge of his case. This 
temporary outlet makes the individual’s 
anxiety a little easier to bear, although it 
postpones his need to face the reality of his 
situation and diverts his psychic energies 
into unproductive channels. His own guilt, 
if he feels in some way responsible for his 
loss of vision (as in diabetics who have not 
followed the strictly prescribed regimen), 
is somewhat alleviated if he is able to place 
the blame for his condition outside himself. 
By making someone else feel guilty, he can 
feel less so himself . 5 

Projection is also used by the newly 
blinded person as a means of protecting 
himself against the severe impact of the 
current stress situation. If projection is 
recognized as a reaction to the blindness 
and if the caseworker can deal with it on a 
conscious level, the person can frequently 
be helped, by careful and selective use of 
consulting ophthalmologists, to clarify the 
medical facts and to understand the nature 
of his eye difficulty in a way that will dispel 
his suspicions that someone needs to be 
blamed for his condition. It is extremely 

e Arthur P. Noyes and Lawrence C. Kolb, Modern 
Clinical Psychiatry , 5th ed., Saunders, Philadelphia, 
1958, Chapter IV. 


important for the person to have a careful 
medical assessment so that he may begin 
to sift out his emotional involvement with 
the problem. Caseworkers are often stymied 
by the unwillingness of the medical spe¬ 
cialist to share the medical facts with the 
patient, especially if the condition is irre¬ 
versible. His confusion about his true medi¬ 
cal condition, coupled with the emotional 
stress of the disability itself, often hinders 
the newly blinded person from using his 
energies more constructively soon after his 
loss of vision. Denial can take a passive 
form in which the patient verbalizes his ac¬ 
ceptance of his condition, but does nothing 
to adjust to it. He merely lets others in his 
environment be active on his behalf. 

Integration: Integration, as I am using 
the concept here, is the continued effort to 
function by incorporating the handicap of 
blindness into the concept of the self. The 
person now responds realistically to the de¬ 
mands that daily living imposes upon him 
as a handicapped person. It is extremely 
difficult for the sighted individual to ima¬ 
gine the physical difficulties that a blind 
person encounters. Changes are called for 
in every activity of living. As each new 
situation is met and conquered, there is 
renewed capacity to meet other situations 
and to accommodate the inevitable frus¬ 
trations involved in living without sight. 

Integration as a social concept also ap¬ 
plies to the blind as a group that is gen¬ 
erally excluded from many kinds of social 
and economic opportunities because of the 
fears and misunderstandings that prevail. 
As with other groups in society who are 
struggling to be accepted for the productive 
contribution they can make to the whole, 
so the blind and other disabled persons also 
seek a healthier social attitude toward their 
handicap and toward themselves as the bear¬ 
ers of the handicap. The disabled person 
who has succeeded in accepting and inte¬ 
grating his handicap is generally also the 
one who can blaze the trail for further 
social acceptance and integration. 

Mobilization: Active mobilization is the 
furthering of the individual's integrative 
process and the active use of personal and 
outside resources for enriching one's func¬ 
tioning on every level. Thus, mobilization 
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implies both active personal adjustment and 
greater mastery of the environment. For 
example, the blind person who has received 
job training through an agency now chooses 
to seek work outside the agency's sheltered 
workshop. He is ready to face greater dif¬ 
ficulties in working with sighted people and 
he will also leave an imprint on his environ¬ 
ment. He is truly helping to mold his cul¬ 
ture. This is the person who will learn to 
travel unaided, not because his other senses 
are better developed as compensation for 
his loss of sight, but because he has confi¬ 
dence in his own capacity and in what he 
has learned. This is the person who will 
attempt to lead as normal a life as possible, 
taking his handicap as part of himself, feel¬ 
ing its burden, but not allowing it to weigh 
him down. 

Individual Reactions 

Not every newly blinded person goes 
through the various stages outlined. All 
these reactions can be experienced simul¬ 
taneously, partially, one at a time, or in 
different combinations. They are also ex¬ 
perienced in varying intensity by those who 
have lost some of their vision and who 
greatly fear becoming totally blind. 

For some individuals, the onset of blind¬ 
ness is not only disabling, but so totally in¬ 
capacitating as to keep them from function¬ 
ing in any normal way. Thus, the onset of 
blindness is often a precipitating factor in 
total breakdown. Such a person does not 
have sufficient plasticity or ability to main¬ 
tain a balance between the inner stresses 
experienced because of the new disability 
and the impositions of the environment. 
On closer examination of such a person's 
past history, one finds that his ability to 
adapt to previous stresses has been weak. 
The areas of greatest vulnerability for 
these persons have been their general social 
relationships, dependency needs, and sexual 
adjustment. The onset of blindness is the 
last straw when there is little psychic energy 
left to fight off or to meet new stresses, and 
a psychotic break may result. Only a small 
number of the newly blinded individuals 
who come to the agency's attention fall 
within this group; obviously they may re¬ 
quire immediate hospitalization. 


Case Illustration 

Miss A, a 50-year-old, unmarried woman, 
was referred by a hospital medical social 
worker to a specialized agency for the blind, 
following unsuccessful surgery for a de¬ 
tached retina. She had lost all her vision 
except for light perception. She had threat¬ 
ened and attempted suicide. She was ex¬ 
tremely hostile toward her family, cried 
constantly, and behaved as if she were to¬ 
tally helpless. This behavior was in great 
contrast to her previous self-sufficiency and 
independent manner of functioning. She 
was described by her family as having been 
self-centered, controlling, and inflexible. 
She carried a martyr role in the family, 
had assumed total responsibility in caring 
for her aged, ill parents before their death, 
and had raised two children of a younger 
sibling who had died a number of years 
previously. 

Miss A was first seen by the worker in 
the hospital. She was extremely guarded 
but she stressed her inability to accept liv¬ 
ing as a blind person, her feelings of use¬ 
lessness, and her further thoughts of suicide. 
At the same time, she mentioned her con¬ 
cern for the amount of grief she was causing 
her family. The worker picked up on Miss 
A's interest in her family. This was the 
first sign of the client's moving away from 
her previous total self-absorption. The 
worker stressed that the family members 
were very much concerned about her and 
were in contact with the agency to find the 
best way of helping her. The worker tenta¬ 
tively and cautiously made reference to the 
many services for the visually disabled avail¬ 
able at the agency. The hospital had in 
the meantime arranged for a psychiatric ex¬ 
amination. The psychiatric diagnosis was 
“reactive depression.'' It was recommended 
that, since Miss A had sufficient integrative 
potential, she be offered casework help. She 
was not considered a suicidal risk at the 
time of discharge from the hospital. 

For a period of almost two years, the case¬ 
worker worked intensively with her. Dur¬ 
ing the first two months, help centered on 
the practical aspects of Miss A's daily func¬ 
tioning. She expressed much pent-up anger 
about being blind. She still refused to ac¬ 
cept the fact that she could not see, and 
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insisted on either trying to function as she 
had done before the loss of her sight, or 
remaining completely inactive and in that 
way withdrawing from the need to face the 
reality of her blindness. Very gradually, 
she was able to accept some orientation in¬ 
struction at home. The intense emotional 
struggle around acceptance of blindness 
continued. She would often react with in¬ 
tense nausea, severe palpitations, and ex¬ 
treme sweating, both before and after the 
orientation instructor's visit to the home. 
Crying spells continued to recur. During 
interviews with the caseworker there was a 
certain blandness in affect and inappro¬ 
priate smiling. 

Although these depressive and disintegra¬ 
tive symptoms remained in evidence, cer¬ 
tain features of integration and better ad¬ 
justment began to emerge. Miss A began to 
expand her interests by requesting to learn 
how to knit and type. Whereas earlier she 
had lost all interest in food and eating, she 
now asked to be taught how to handle food 
in a restaurant. She began to resume social 
contact in a limited way, but refused to in¬ 
volve herself in a group of blind persons. 

After several months, Braille instruction 
was introduced and Miss A began to con¬ 
sider some vocational retraining. However, 
all social and rehabilitative planning was 
contingent upon the results of further eye 
surgery. After several more operations, Miss 
A did regain partial vision. She felt the 
need, however, for more casework help. For 
the first time. Miss A felt that she was being 
helped to look at herself as the person she 
was; that she had great dependency needs 
which she had tried hard to cover up by 
her self-sacrificing and over-attachment to 
her parents and siblings. She no longer 
needed to be the strong, efficient person she 
thought her family expected her to be. She 
gradually gave up the unrealistic hope that 
she could return to her former employment. 
She then took what she considered the 
most important step in her life by marry¬ 
ing a man she had known for many years. 


Thus, Miss A, who might otherwise never 
have sought any help for herself, found 
new strengths that could be mobilized, not 
only for meeting her visual disability, but in 
facing other experiences that formerly had 
held great fear for her. 

Conclusion 

The special contribution of the case¬ 
worker in the readjustment of the newly 
blinded lies in his acceptance of the person 
as a whole human being. The needs and 
strivings of the blind person are accorded 
the same kind of recognition given to any 
person who is seeking to find the strength 
to cope with a difficult reality problem. 
Loss of vision, like any other serious physi¬ 
cal disability, requires adjustment to the 
realistic demands of daily living which are 
indeed difficult to meet. The emotional 
strains and stresses are severe; they are dif¬ 
ferent for each individual and each person 
copes with them in his own way. The 
previous life adjustment of the individual, 
his feelings about himself, his characteristic 
way of meeting crises, and his capacity for 
adequate family and social relationships, 
are all important factors in planning a suit¬ 
able rehabilitative program for him. The 
more understanding of the person the case¬ 
worker possesses, the more effectively can 
he help the person find and use available 
services appropriately. As more is known 
about the particular needs of the visually 
disabled, our efforts to create new services 
will be met with more appropriate commu¬ 
nity response. Concrete services, including 
orientation instruction, vocational training, 
and specialized group work, are exceedingly 
important and valuable tools for motivating 
the newly blinded person toward the kind 
of functioning his individual capacities 
permit. Above all, the development of case¬ 
work skills must keep pace with new knowl¬ 
edge and new ways of helping to rehabili¬ 
tate the increasing number of visually 
disabled persons. 
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